In both of these groups many cases are sufficiently relieved by pessaries, though sonme women, for various reasons, prefer the relief to be obtained by operation to the prolonged use of pessaries and the medical attendance and frequent douchings Rvhich are the necessary alternative. Such reasons include residence in a country where skilled medical attendance is not to be readily obtained.
The following appear to be clear indications for the operation Class I. The uterus is retroverted and more or less fixed by adhesions. The uterus is and has been for a considerable time pressed down in the position of retroversion by a tumour, commonly ovarian.
After enucleation of a fibroid from a retroverted uterus. The retroversion is complicated by prolapse and enlargement of the ovaries, so that one or both are a constant source of pain, unrelieved, and in some cases increased, by the pressure of the pessary. In these cases excision of a portion of the enlarged ovary, and sometimes its entire removal, is also necessary.
The retroversion or retroflexion is not kept in position by a pessary, owing to the small size of the vaginal cervix or the dilated condition of the vagina. In these cases the uterus is found to be retroverted or retroflexed on the top of the pessary.
In all these cases we may expect the patient to be cured, and if the method of operation has been well selected and performed there should be no relapse or subsequent complication even if pregnancy should follow.
I have performed the operation in one case of sterility, in which there was extreme retroflexion, after curetting and pessaries had failed to support the uterus, in a middle-aged lady whose husband was the last male of his line. I have since attended her in two confinements, both presentations being persistent occipito-posterior. The first I delivered with the aid of forceps, the second without. Both children are flourishing and the mother is perfectly well. The fixation did not appear to cause any trouble during pregnancy or at either confinement.
Class II.
In this class the operation is often needed, the prolapse of the uterus being accompanied by prolapse of the vagina, and in most cases great enlargement of the vaginal orifice due to stretching, and to laceration of * 168 the perineum and posterior vaginal wall, and there is nothing to support the pessary which is intended to support the uterus and vagina.
The large rings so frequently used do much harm by the greater dilatation of the vagina which they cause, and thereby preventing the contraction which is needed to diminish the prolapse of its walls.
The support which the operation gives to the uterus in this class is only a part of that needed for their complete relief, and I am accustomed to perforin it at the end of the vaginal operation-namely, after curetting, partial excision, or repair of the cervix, if these are needed, and after the repair of the posterior vaginal wall and perineum, with anterior colporrhaphy if the cystocele is considerable.
Of the value of the fixation portion of the operation I have no doubt, and the replies of doctors, and of patients both hospital and private, and my examination of them, confirm my opinion in both classes of cases.
In the earlier stages of rectocele and .cystocele, with prolapse of the uterus, the formation of a good perineum and fixation of the uterus is usually sufficient, but when either vaginal wall protrudes at all considerably a colporrhaphy is essential.
An examination of the patients, twelve mionths or longer after operation, is essential for a correct opinion as to the result. By doing so we meet with patients who, feeling neither descent nor discomfort, still have a recognizable degree of cystocele or rectocele, and others who, still complaining of discomfort and pains (though greatly diminished), present no recognizable uterine or vaginal deformity.
Fixation of the uterus in connexion with Caesarean section, with the view of providing an extra-peritoneal route in the event of a repetition of this operation, appears to be quite unnecessary.
Some surgeons are in the habit of performing this operation in cases of retroversion in women of poor general health (who have no local symptoms) with the idea that the retroversion is a cause of the general feeble state of health, and it is desirable that this question be fully discussed. Most of us are probably of the opinion, with which I agree, that the condition of the uterus in these cases is merely a symptom, and in no sense a cause of the ill-health, and that it is undesirable to subject such patients to this operation.
The method adopted in almost all these cases has been by two buried silkworm-gut sutures passed deeply into the anterior uterine wall, beginning just below the uterine attachment of the round ligaments downwards for about an inch; both ends of each suture are brought through peritoneum, rectus and anterior sheath at a distance above the pubes, chosen in each case according to the degree of prolapse of the uterus and laxity of the abdominal walls. The ends of each suture are brought through the anterior sheath of the rectus about an inch from the middle line quite close together, as this facilitates an accurate adjustment of the divided sheath of the muscle when closing the incision. These buried sutures have not, to my knowledge, given any trouble, and in the only cases in which I have had any opportunity long afterwards of seeing the results (hysterectomy for fibroids), I found a close and firm attachment without any fundal or other pedicle which may be a source of danger.
In performing Gilliam's operation (which I have only recently adopted, and have not yet sufficient evidence as to its reliability) my practice has been to bring the round liganments through the peritoneum, rectus and anterior sheath in the same position as the silkworm gut sutures, and have selected this operation for young women only where there is no prolapse of the uterus and vagina. In one case in which I intended to do it I found the round ligaments so thin and fragile that I had to do hysteropexy. Joseph Griffiths, of Cambridge, informs me that he had to remove a uterus for uncontrollable heemorrhage some months after I had suspended it in this way, and found it well supported and in contact with the abdominal wall.
In one case of a single woman, aged 29, with chronic retroversion and prolapse of the ovaries, unrelieved by a pessary, I shortened the round ligaments by passing them through the broad ligaments and uniting them to each other and to the posterior surface of the uterus. A year afterwards I had to remove some calcified lymphatic glands in the neighbourhood of the cocum. and-was able to see the uterus well supported and in normal position. The patient remains well and relieved of all her pains, for which she had been under my observation for over two years.
Of the seventy-seven cases recorded, four were performed after Gilliam's method: Hospital, Cases 17, 19 and 20; Private, Case 49. One by threading the round ligaments through the mesosalpinx and uniting them to the back of the uterus and to each other: Private, Case 36. All the remainder were fixed by two silkworm-gut sutures, as described above.
ANALYSIS OF SEVENTY-SEVEN CASES.
CLASS I.
(1) Retroversion with adhesions, 7 cases. Hospital: Cases 10 and 24. Private: Cases 1, 12, 15, 18 a& 28.
(2) Retroversion and ovarian tumour, 7 cases. Hospital: Cases 1 and 12. Private: Cases 16, 19, 25, 47 and 53. (3) After enucleation of fibroids, 3 cases. Private: Cases 10, 24 and 51.
(4) Retroversion or retroflexion with or without prolapse of ovaries, 17 cases. Hospital:
Cases 4 and 17. Private: Cases 5, 7, 8, 9, 10, 11, 20, 22, 29, 30, 35, 36, 38, 43, 49. (5) Failure of pessary to maintain retroverted or retroflexed uterus in position, 5 cases. Hospital: Cases 19 and 20. Private: Cases 3, 26 and 48.
(6) Retroflexion and sterility, 1 case. Private: Case 3. Pregnancy and parturition after fixation, 3 cases. Private: Cases 3, 11 and 22.
CLASS II.
(1) Prolapse of uterus and vaginal wall, 22 cases. Hospital: Cases 2, 9, 11, 13, 15, 21 and 23. Private: Cases 2, 6, 14, 17, 21, 23, 27, 31, 32, 37, 40, 41, 44, 46 and 52. (2) Protrusion or procidentia of uterus and vaginal walls, 16 cases. Hospital: Cases 3, 5, 6, 7, 8, 14, 16, 18 and 22. Private: Cases 4, 13, 33, 34, 42, 45 and 50. Mortality: 1 death (peritonitis, private case 8); 76 recoveries.
ST. BARTHOLOMEW'S HOSPITAL. -February, 1906: Mrs. B., aged 43; perineum torn to sphincter; retroversion of uterus and prolapse of ovaries; cystocele; pessaries little good; perineum repaired by me in 1905. Fixation, 1906; many adhesions. July, 1911: Very well, but fibroids size of fist.
